It is thought that the chronic wound is stuck in-between the inflammatory and proliferative stage of healing, the delicate balance in favour of the MMPs breaking down tissue for too long. The presence of MMPs prevents new tissue from being created (Schultz, 2007) . Some products indicate that they are able to reduce the level of MMPs at the wound bed to correct this balance; however, further research is required to demonstrate the effectiveness of this clinically, in relation to wound healing rates (Smeets et al, 2008) .
Exudate -what needs to be considered?
Exudate assessment is an important element of the wound assessment process.
Effect of exudate on the patient
Exudate is known to be problematic to patients when it is not managed well. Strikethrough of exudate through the dressings or bandages is visually offensive, gives rise to odour and causes leakage of fluid onto furniture, bedding and clothing (Rich and McLachlan, 2003; Jones et al, 2008) . Patients with such symptoms admit to isolating themselves, and have been found to suffer from increased rates of depression and anxiety (Jones et al, 2008; Palfreyman, 2008) .
This needs to be borne in mind when dealing with frequency of dressing changes. Dressings and bandages should be changed before exudate strikes through to the outer side, or leaks from beneath the dressing. The reason for this is twofold: first, for patient comfort (physically and mentally), and second, to reduce the risk infection from bacteria gaining access through the wet material. An intact dry dressing prevents bacterial ingress; once the dressing becomes sodden, bacteria have a route into the dressing, through the material and thus to the wound (Thomas, 2010b) . If the skin surrounding the wound becomes wet with exudate, this can cause excoriation of the area (Benbow and Stevens, 2010) , which can cause pain and discomfort.
Colour of exudate
Exudate is usually clear or straw-coloured fluid; however, in certain circumstances, this colour may be changed and still viewed as 'normal'. 
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Good wound management must involve an holistic approach to care; without considering the whole person, appropriate management might not be as good as it could be. In a time of austerity, it is important that money is spent appropriately on the correct wound-management technologies. Exudate assessment and management are a vital part of wound management. In this article, the focus will be on exploring the nature of exudate and tools available to evaluate exudate. Finally, suggestions will be made on the management of exudate.
bed, the exudate colour could be brown or dark green, to reflect the tissue's colour, which is breaking down. If using a silver dressing, the exudate may be blue or grey in colour (World Union of Wound Healing Societies, 2007) . The colour of exudate needs to be considered, so you are to be able to make a judgement of what is normal and appropriate for your patient at that specific point in time. This needs to be considered in conjunction with other signs of inflammation or infection.
It is important that the colour of the exudate is noted at every dressing change, to ensure subsequent assessments have relevant information with which to compare.
thickness of exudate
Exudate varies in its composition; it can be watery, or thicker in nature (World Union of Wound Healing Societies, 2007). The variation in thickness or viscosity is dependent upon the amount of wound fluid being produced by the patient, and the amount of white cells and bacteria present within the wound (Blackwell, 1997). White cells and bacteria, when present in large amounts within the wound, act in a similar way to gravy granules, thickening up the exudate.
Pus is a form of thick exudate and is one of the classic signs of infection (Cutting et al, 2005) . Thick exudate can be associated with an infected wound; however, just
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Amount of exudate
The amount of exudate can vary depending on the wound's aetiology; for example, venous leg ulcers and burns can produce large amounts of exudate when compared with arterial ulcers (Rolstad and Ovington, 2007) . Wound fluid amounts can also vary due to stage of wound healing. In the inflammatory phase of wound healing and early proliferative phase of wound healing, exudate production is usually higher, due to the cellular activity taking place. In the later stage of the proliferative phase, the amount of fluid produced usually drops (White and Cutting, 2006) . The amount of exudate may also relate to the size of the wound, larger wounds producing more exudate than smaller ones, in the main (World Union of Wound Healing Societies, 2007) . The amount of exudate is easy to determine when systems such as topical negative pressure devices or ostomy bags are being used to collect the fluid; however, when using dressings, it can be more difficult. For example, the amount of exudate absorbed by different dressings in different ways does not allow direct comparison between dressings (Thomas, 2010a) . There are several suggested methods of assessing exudate level, but none as yet has been identified as the best method. This is an area that requires further research to determine which is the most clinically relevant.
Falanga (2000) proposed a method of scoring for exudate, as part of a staging system for wound bed preparation (Box 2). The scoring system gives some guidance on the degree of exudate in relation to the dressing changes. However, since this scoring system was devised, new products on the market, such as super absorbents, may affect the frequency of dressing changes needed.
The extent of control is also dependent on interpretation. For example, if a patient with a very exudative wound is being dressed with a wound dressing designed to stay in place for 24 hours, exudate is controlled if the dressing lasted the 24 hours and there was no leakage, or issues with the skin surrounding the wound. Having a scoring system does highlight to the practitioner the need to consider box 1. What exudate colours tell us 
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A first attempt at creating a national wound assessment form uses the term 'wound moisture level', rather than exudate (Fletcher, 2010) . The choices given on the form are: dry, moist, wet, saturated and leaking. These terms have been chosen to reflect the work undertaken by the World Union of Wound Healing Societies (WUWHS) (2007) in the document on wound exudate (Box 3). It is important that the practitioner refers to the meaning of these terms, as identified by the WUWHS, rather than leaving it to the individual practitioner to determine their own definition of the terms. This could potentially be problematic, as the terms are quite subjective and would be dependent upon the practitioner's own experience of exuding wounds. Box 3 advises the practitioner what is meant by the terms to enhance objectivity when assessing exudate levels in conjunction with the dressing. Within the article, Fletcher (2010) also identifies other descriptors relating to colour and viscosity of exudate found on some wound assessment charts, but these are not included within the national wound assessment form at present.
From the assessment tools listed in Boxes 2 and 3, it can be seen that there is a lack of consensus on the best way to determine exudate amount. However, the tools do provide the practitioner with a means of providing a more objective assessment. What matters in practice is that all members of the team caring for the patient with a wound assess it in the same way, using the same definitions. It is important that everyone uses the same terms. If this does not happen, the assessment documentation might vary, but the condition of the wound may remain the same. It might be useful to discuss this aspect within the team you are working with. Falanga (2000) .
Management of exudate
Moist wound healing is accepted by the wound-care community as being preferable to drying out wounds, in most instances (Dowsett, 2008) . One such exception would be patients with dry gangrenous toes, where auto-separation would be enhanced by maintaining a dry environment. In order to enhance the body's ability to repair itself, the wound bed needs to be bathed with exudate, but not excessively. Getting the moisture balance correct is an important part of wound management. This aspect can be challenging, as wound exudate levels change during the healing process. This is why the ongoing assessment of wound exudate is so important. If undertaken effectively, the assessment process will identify the level of exudate production; this information can then be used to guide the type of dressing required to produce the desired moist environment. Dressings to deal with exudate come in a variety of forms and absorbency levels. Dressing manufacturers usually give guidance on the level of absorbency of their products. Standardisation of tests has been attempted to determine the degree of absorbency. This has been achieved to some extent in similar products, but not between different categories of products (Thomas, 2010b) .
Dressings vary in the way they deal with exudate. Unlike gauze or cotton wool products, the absorbent products tend to lock away some of the exudate with the fibres or particles of the dressing (Thomas, 2010b) . The ability to do this varies and needs to be considered, especially if being used on a wound that will come under compression, either from bandages or if the patient is laying or sitting on the product (Cook, 2011) . Companies usually provide some information around this aspect in the literature for a product, but the research studies to indicate the methodology of laboratory testing (in vitro testing) are not always freely available (Dumville et al, 2009) .
A rudimentary way of testing this yourself in practice is using samples from the companies and wetting the product, then squeezing after a while, to see how well it retains the fluid, also noting changes to the size and shape of the dressing as it absorbs. Some dressings are evaluated by clinicians with a particular client group (in vivo testing) and discussed in articles that identify benefits of the product, such as retention of fluid. Unfortunately, while this is useful and interesting, the evaluations are usually only on a few patients, so the evidence is not able to be analysed to determine if the benefits offer clinical significance. A means of collecting data to answer these questions is needed, to aid in clinical decision-making. At the moment, choice is very much based upon personal experience, together with trial and error.
The dressing performance should be evaluated at each dressing change, to determine if the product and the time span left in situ are still appropriate. The condition of the wound and the surrounding tissue of the wound need to be considered, in conjunction with the patient's needs. BJCN Alvarez OM, Mertz PM, Eaglestein WH (1983) Wet Small amounts of fluid are visible when the dressing is removed; the primary dressing is extensively marked, but strikethrough is not occurring; dressing change frequency is appropriate dressing type.
Saturated
Primary dressing is wet and strikethrough is occurring; dressing change is required more frequently than usual for dressing type.
Leaking
Dressings are saturated and exudate is escaping from primary and secondary dressings onto clothes or beyond; dressing change is required much more frequently than usual for dressing type. Societies (2007:6) 
